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Proximal Hamstring Repair With All-Suture Anchors
and an Accelerated Rehabilitation and Bracing

Protocol Demonstrates Good Outcomes at 1-Year
Follow-Up
Stephanie E. Wong, M.D., Kaitlyn R. Julian, B.S., Jocelyn G. Carpio, B.S., and
Alan L. Zhang, M.D.
Purpose: To evaluate patient-reported outcomes and risk for rerupture after surgical treatment of proximal hamstring
tendon ruptures using all-suture anchors and a unique postoperative bracing strategy. Methods: A retrospective review
of a prospectively collected database was conducted of patients undergoing proximal hamstring repair or reconstruction
from 2020 to 2022 at a tertiary, academic institution. Patients were included if they reached minimum 1-year follow-up
and completed postoperative patient-reported outcomes. The surgical protocol for proximal hamstring repairs included all-
suture anchors placed either in an open or endoscopic fashion in the ischial tuberosity. After surgery, all patients un-
derwent an accelerated rehabilitation protocol, including 6 weeks touchdown weight-bearing in a hinged knee brace
locked in extension for ambulation, allowing passive knee flexion to 90� while seated. Descriptive statistics were used to
analyze the data. Results: Twenty-one patients were included (mean age 50.4 � 9.5 years, body mass index 24.4 � 3.5,
66.7% female). Lower Extremity Functional Scale score achieved postoperatively was 74.2 � 7.5 (out of 80). Patients had
minimal pain (mean visual analog scale pain score of 0.9 � 1.2). 61.9% of patients were able to return to the same level of
activity after based on Tegner score by 1 year. Postoperative Single Assessment Numeric Evaluation activity of daily living
was 94.3 � 8.3, and Single Assessment Numeric Evaluation Sports was 82.3 � 19.0. Mean Short Form Survey (SF-12)
postoperative scores were 51.6 � 6.8 for SF-12 Physical Component Score and 53.9 � 9.7 for Mental Component Score.
95.2% (20 of 21) patients were satisfied with their outcome. There were no reruptures, infections, or reoperations. One
patient of 21 (4.8%) incurred a postoperative deep venous thrombosis, which was treated with therapeutic anti-
coagulation for 3 months. Conclusions: All-suture anchors for proximal hamstring repair with a unique accelerated
postoperative rehabilitation and bracing protocol result in good outcomes and patient satisfaction with minimal risk of
complications. Level of Evidence: Level IV, case series, therapeutic.
roximal hamstring tendon injuries are increasingly
Pcommon orthopaedic injuries and range in severity
from a partial tendon tear to complete tendon avul-
sions.1-4 Common mechanisms of injury include acute,
traumatic injuries from falls where the legs separate
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(i.e., slip and fall on ice or other slippery surface,
waterskiing) or sports, or chronic mechanical overload
associated with kicking sports, including soccer, foot-
ball, and track and field athletes (in athletes who
participate in hurdles and jumping). Injury occurs due
to rapid muscle lengthening with combined hip flexion
and knee extension.1,2,5 With this injury, there is the
potential for retraction, continued weakness, loss of
function, and pain. Current guidelines in the literature
favor surgical repair of tears involving 3 tendons in
active patients younger than 60 years old and with 2
tendon tears if retraction exceeds 2 cm.1,3

Surgical techniques for proximal hamstring repair
include primary repair with suture anchors for acute
or nonretracted ruptures, or reconstruction with au-
tografts or allografts in chronic cases in which primary
repair is not possible due to retraction of the ten-
dons.6,7 In both repair and reconstruction scenarios,
ion, Vol 6, No 2 (April), 2024: 100891 1

Delta:1_given name
Delta:1_surname
Delta:1_given name
Delta:1_surname
http://crossmark.crossref.org/dialog/?doi=10.1016/j.asmr.2024.100891&domain=pdf
mailto:swong@ucsf.edu
http://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/j.asmr.2024.100891


2 S. E. WONG ET AL.
suture anchors typically are used to anchor either the
native tendon or the autograft/allograft tendon to the
ischium. A variety of suture anchors have been used
for repair, including solid body anchors and all-suture
anchors.8-10 All-suture anchors have been shown to
have similar strength to solid body anchors in
cadaveric, biomechanical studies and have added
benefits of using smaller drill holes, with potential
lower risk for iatrogenic stress riser or fracture, and
preserved bone stock.8 Moreover, in surgical repairs of
the rotator cuff and distal biceps tendon, all-suture
anchors have demonstrated similar strength and
functional outcomes clinically compared with solid
body anchors.11-14 The use of all-suture anchors for
proximal hamstring tendon repair is not well
understood.
In addition, traditional recommended rehabilitation

protocol following proximal hamstring surgery has
included bracing with knee flexion fixed at 30-45�

and offloading with crutches for 6 weeks to protect
the surgical repair and allow healing.6 This knee
flexed position relaxes tension on the hamstring
muscle group; however, it may be associated with
anterior knee pain, calf pain, and is generally un-
comfortable and cumbersome for patients. Since there
are elevated rates of venous thromboembolism (VTE,
6.9%)15 after proximal hamstring avulsion, being able
to differentiate calf pain from knee flexed bracing
protocol versus VTE is a concern. Recent studies
suggest good outcomes may be achieved after prox-
imal hamstring repair with an accelerated rehabilita-
tion protocol that does not require bracing and allows
for weight-bearing as tolerated.16,17 While rerupture is
a major complication that often requires reoperation,
it is important to balance protection of the repair with
progressing rehabilitation.
Variation exists in outcomes based on surgical

technique, and there is a current lack of consensus
on optimal rehabilitation strategies after proximal
hamstring tendon repairs.7,18 Therefore, our institu-
tion uses all-suture anchors for proximal hamstring
repair followed by a postoperative protocol with 6
weeks touchdown weight-bearing in a hinged knee
brace locked in extension for ambulation and allow-
ing passive knee flexion to 90� while seated. The
purpose of this study is to evaluate patient-reported
outcomes (PROs) and risk for rerupture after surgi-
cal treatment of proximal hamstring tendon ruptures
using all-suture anchors and an accelerated post-
operative bracing strategy. We hypothesized that
surgical treatment of proximal hamstring ruptures
using all-suture anchors and this bracing strategy
would lead to significant clinical improvement
without increased risk for re-rupture or other
complication.
Methods
A retrospective review of a prospectively collected

database was conducted of patients undergoing prox-
imal hamstring repair or reconstruction from 2020 to
2022 at a tertiary, academic institution. This study was
exempted by the institutional review board. Patients
were included if they had complete 3 tendon proximal
hamstring ruptures or 2 tendons ruptured with more
than 2 cm of retraction, or if they have partial tendon
tears that did not respond to nonoperative treatment
(rest, nonsteroidal anti-inflammatory drugs, physical
therapy), and met minimum 1-year follow-up and
completed either 1- or 2-year postoperative PROs. The
following surgical details were recorded: injury type,
mechanism of injury, tear type, repair type, repair
technique, amount of retraction, sciatic neurolysis,
number of all-suture anchors used, tension of repair,
and suture configuration. Patient demographics and
complications (infection, VTE, rerupture) were also
recorded. One- or two-year postoperative PRO scores
were collected by trained, clinical research coordinators
and were selected based on previous research.19,20 The
Lower Extremity Functional Scale (LEFS), Tegner Ac-
tivity Scale, visual analog scale (VAS) for pain, and 12-
Item Short Form Survey (SF-12) were collected. Single
Assessment Numeric Evaluation (SANE) was collected
for activities of daily living (ADLs) and sports.
Outcomes were analyzed and compared by acute and
chronic repair groups as well as primary and
reconstructive repair groups.
The surgical protocol for proximal hamstring repairs

included all-suture anchors placed either in an open or
endoscopic fashion (per surgeon discretion based on
degree of retraction/chronicity) in the ischial tuberosity
into the footprint (number and configuration of anchor
placement was at surgeon’s discretion). For all open
repairs, a running, locking suture configuration was
used (Fig 1). For endoscopic repairs, either a simple or
mattress configuration was used (Fig 2). For tendon
reconstructions, an Achilles allograft was directly
attached to the ischial tuberosity proximally with all-
suture anchors and a running Krakow technique and
then sewn into the remaining native proximal
hamstring tendon stump distally with nonabsorbable
sutures. Intraoperatively, both surgeons assess for ten-
sion on the repair by extending the knee to ensure
there is not tension on the repair with the knee in full
extension.
After surgery, all patients underwent an accelerated

rehabilitation protocol including 6 weeks touchdown
weight-bearing in a hinged knee brace. The brace was
locked in extension for ambulation, and patients were
allowed passive knee flexion to 90� while seated. Pa-
tients were advanced to weight-bearing as tolerated
without brace or crutches at 6 weeks followed by



Fig 1. Complete proximal hamstring rupture undergoing
open repair with running, locking suture configuration. The
last image shows completed repair. This patient is in the prone
position and this is a right open proximal hamstring repair.
The medial side of the thigh is on the left side of the images.
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low-impact exercises at 3 months. They were allowed
to start high-impact exercises at 4 months and return to
sports after 6 months. All patients were placed on
aspirin 325 mg or 81 mg daily for 6 weeks or apixaban 5
mg for 4 weeks for thromboprophylaxis per surgeon
choice. Descriptive statistics were used to analyze the
data.
Results
Twenty-three patients were treated with the afore-

mentioned surgical procedure and bracing protocol,
with 21 patients meeting follow-up criteria for study
inclusion (91.3%). Two patients were excluded due to
incomplete PROs. The mean age was 50.4 � 9.5 years,
body mass index 24.4 � 3.5, and 66.7% were female
(Table 1). Six patients had 2-year postoperative follow-
up, and 15 patients had 1-year follow-up (mean 1.29
years follow-up). Twenty of the 21 proximal hamstring
ruptures resulted from traumatic injuries. Eighty
percent (17 of the 21) involved ruptures of 2 or 3
tendons, and 20% (4 of the 21) were partial injuries
involving one tendon. The mean amount of retraction
was 4.9 � 3.2 cm. Mean preoperative Tegner score was
6.0 (standard deviation 2.1).
Fifty seven percent (12 of the 21) were treated sur-

gically within 6 weeks. In this acute group, only one of
the acute injuries resulted in a partial, 2-tendon tear,
the remainder of the acute injuries were full-thickness,
complete ruptures. Of those, 10 were repaired in open
fashion, and 2 underwent endoscopic repair, using an
average of 2 all-suture anchors (mean 1.95 � 0.2). No
allograft was used in the acute repair group as the
native tendon was able to be repaired directly without
tension. Surgery after 6 weeks (chronic group) was
done in 9 of 21 patients due to delayed presentation or
partial-thickness tearing that did not respond to
nonoperative management. Of the 9, 5 patients had
open repair (of whom 3 patients required reconstruc-
tion with allograft tendon) and 4 underwent endo-
scopic repair. The surgical characteristics of participants
are summarized in Table 1.
LEFS score achieved postoperatively was 74.2 � 7.5

(maximum score 80). Patients had minimal pain post-
operatively (mean VAS pain score 0.9 � 1.2). Mean
postoperative Tegner score was 4.9 (standard deviation
5). In total, 61.9% of patients (13 of 21) were able to
return to the same level of activity after proximal
hamstring repair based on Tegner score. Mean post-
operative SANE ADL was 94.3 � 8.3 and SANE sports
was 82.3 � 19.0. Mean SF-12 postoperative scores were
51.6 � 6.8 for SF-12 Physical Component Score and
53.9 � 9.7 for Mental Component Score. Nearly all
patients, 95.2% (20 of 21), were satisfied with their
outcome.
There were no reruptures, infections, or reoperations.

Of 21 patients, 1 patient (4.8%) who was on aspirin
325 mg daily for prophylaxis incurred a postoperative
deep venous thrombosis at 4 weeks after surgery,



Fig 2. Proximal hamstring tear in the first image, as viewed
from the inferomedial portal. The second image demonstrates
endoscopic repair using simple suture repair configuration of
a left proximal hamstring tear. The patient is in the prone
position and the medial part of the thigh is on the right side of
the images.

Table 1. Demographics and Proximal Hamstring Injury and
Repair Characteristics

Mean age, y 50.4 � 9.5
Mean BMI 24.4 � 3.5
% Female 66.7%
Acute injury 12 (57%)
Chronic injury 9 (43%)
Partial tears 4 (19%)
Complete tears (2- or 3-tendon involvement) 17 (81%)
Primary repairs 18 (86%)
Reconstruction with allograft 3 (14%)
Open repairs 15 (71%)
Endoscopic repairs 6 (29%)
Retraction �2 cm 5 (24%)
Retraction >2 cm 16 (76%)

NOTE. Mean � standard deviation is listed for average values.
Numbers are listed with percentage in parentheses.
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which was treated with therapeutic anticoagulation for
3 months.
Patients with acute injury underwent primary repair

(12 of 12) more often than reconstructive repair when
compared with patients with chronic injury (3 of 9, P <
.001). In addition, patients with acute injuries (P ¼
.005) and those undergoing primary repair (P ¼ .01)
scored greater on the SF-12 Mental Component Sum-
mary, indicating better mental health function. When
comparing patients who underwent primary repair
compared with reconstruction, patients in the primary
repair group had more acute injury (P ¼ .03), less
tendon retraction (P � .001), and were able to return to
the same activity level after surgery based on the
Tegner Activity Scale (P ¼ .02) and greater SANE Sports
(P ¼ .03) scores (Table 2). There were no significant
differences in repair technique (open vs endoscopic),
LEFS scores, VAS Pain scores, SANE ADL scores, patient
satisfaction, or physical function as measured by the SF-
12 Physical Component Summary among both groups
(Table 2 and Table 3).

Discussion
We found that all-suture anchor repair and this

postoperative bracing and rehabilitation protocol
resulted in good outcomes and high satisfaction without
rerupture or reoperation at minimum 1-year follow-up.
Patients in this study overall had good activity-related
outcome scores in addition to general physical func-
tion scores, low pain scores, and high satisfaction
(95.2%).
Patients undergoing primary repair had overall

similar outcomes compared with those undergoing
reconstruction for chronic injuries but had improved
ability to participate in sports. Those undergoing pri-
mary repair and those with acute proximal hamstring
injuries had better mental health scores post-
operatively. One patient in our study had a post-
operative deep venous thrombosis (1 of 21, or 4.8%).
This is similar to other studies showing a rate of VTE
after proximal hamstring repair ranging from 0.5% to
6.9%.15,21,22

All-suture anchors have been used throughout the
body for various tendon repairs with overall excellent
outcomes.8,11-13 Several studies show similar biome-
chanical strength of all-suture anchors compared with
solid body anchors for proximal hamstring repair,8,9

and one clinical study shows excellent outcomes in a
group of 34 patients who underwent acute repair of
proximal hamstring rupture with either metal or
resorbable suture anchors with flexed knee bracing.10

Our study is the first to our knowledge to report on
all-suture anchor repair of proximal hamstring rupture
with bracing in the knee extended position when up-
right and knee flexed to 90� when seated. We had over
95% satisfaction rate, good ability to return to daily
activities and sports, without reruptures or reopera-
tions. There are additional benefits to using all-suture
anchors. All-suture anchors are smaller than solid
body anchors, and thus require smaller drill holes for
placement. In the event of anchor pullout, all-suture
anchors show a significantly smaller cortical defect
and smaller bone cavity.23 Because all-suture anchors



Table 2. Outcomes by Comparing Acute Versus Chronic Proximal Hamstring Injury

Total, N ¼ 21
Acute,

N ¼ 12 Chronic, N ¼ 9 P Value

Gender, n% 1
Male 7 (33%) 4 (33%) 3 (33%)
Female 14 (67%) 8 (67%) 6 (67%)

Age, y, mean (SD) 50.4 (9.5) 49.4 (9.2) 51.7 (10.3) .60
Tear type, n (%) .15

Complete 17 (81%) 11 (92%) 6 (67%)
Partial 4 (19%) 1 (8%) 3 (33%)

Repair type, n (%) .03
Primary 18 (85.7%) 12 (100%) 6 (66.7%)
Reconstruction 3 (14.2%) 0 (0%) 3 (33.3%)

Repair technique, n (%) .16
Open 15 (71%) 10 (83%) 5 (56%)
Endoscopic 6 (29%) 2 (17%) 4 (44%)

Retraction, cm, mean (SD) 4.9 (3.2) 4.5 (1.9) 5.3 (4.5) .57
Sciatic neurolysis, n (%) .80

Yes 11 (52%) 6 (50%) 5 (56%)
No 10 (48%) 6 (50%) 4 (44%)

LEFS score, mean (SD) 74.2 (7.5) 75.1 (8.4) 73.1 (6.5) .57
Tegner Activity Scale, n% .15

Score before injury ¼ after injury 13 (62%) 9 (75%) 4 (44%)
Score before injury s after injury 8 (38%) 3 (25%) 5 (56%)

VAS Pain score, mean (SD) 2.1 (0.8) 2 (0.8) 2.2 (0.8) .73
SANE ADL score, mean (SD) 94.4 (8.3) 94.8 (8.3) 93.8 (8.7) .78
SANE Sports score, mean (SD) 82.3 (19) 86.2 (13.6) 77.2 (24.4) .23
Patient satisfaction, n% .37

Satisfied 20 (95%) 11 (92%) 9 (100%)
Dissatisfied 1 (5%) 1 (5%) 0 (0%)

SF-12V2 Physical Component Summary (PCS), mean (SD) 52.9 (6.8) 53.9 (6.9) 51.6 (6.8) .47
SF-12V2 Mental Component Summary (MCS), mean (SD) 53.9 (9.7) 58.7 (3.3) 47.4 (11.7) .005

NOTE. P-values > .05 are significant and are listed in bold.
ADL, activities of daily living; LEFS, Lower Extremity Functional Scale; SANE, Single Assessment Numeric Evaluation; SD, standard deviation;

SF-12, 12-Item Short Form Survey; VAS, visual analog scale.
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rely on cortical fixation, the pullout force depends on
the thickness of the cortical bone in which the anchor is
placed.23 All-suture anchors allow for equivalent
strength in repair while preserving bone, which is
valuable for fixation in smaller bony areas and in the
setting of revision surgery.
The most effective postoperative bracing after

proximal hamstring repair is not well understood. One
study described the high degree of variability in pro-
tocols across the United States.24 The majority of
protocols in this study used a brace postoperatively
(71% total, 34% braced the knee, 23% braced the
hip, 14% not specified). Bracing is most commonly
prescribed with the knee flexed between 30 and 60�,
with the goal of limiting hip flexion and knee
extension. A cadaveric study assessed the biome-
chanical strength of 3 tendon proximal hamstring
repairs at different degrees of hip flexion. They found
that with cycling loading, the least amount of gap
formation occurred at 0� of hip flexion (2.39 mm) and
was highest at 90� of hip flexion (4.19 mm).25 Based
on these results, they recommended bracing to limit
hip flexion. In contrast, Lazaro and Banffy16 reported
on 57 patients (mean 32 months’ follow-up) who
underwent proximal hamstring repair without any
bracing with one re-rupture requiring revision repair.
Instead, they counseled patients to avoid concurrent
hip flexion and knee extension. Our protocol uses a
hinged knee brace locked in extension when upright,
and with the knee flexed to 90� when seated. We feel
this strikes a balance between protecting the proximal
hamstring repair and allowing patients a more func-
tional position of their hip and knee. Similar to knee
immobilizer bracing after total hip prosthetic disloca-
tions, use of a hinged knee brace limits hip motion
but allows the knee to bend when the patient is
seated. This allows for prolonged sitting activities and
improved ability to perform functions such as desk
work or traveling in a car. Further, the ability to bend
and extend the knee during the first 6 weeks of re-
covery allows for improved venous circulation which
may contribute to the lower rates of VTE with our
protocol compared with previous studies.
Proximal hamstring injuries are challenging to reha-

bilitate. We found that patients undergoing primary
repair instead of reconstruction both had minimal pain



Table 3. Outcomes by Primary Proximal Hamstring Repair Compared With Reconstruction

Total
N ¼ 21

Primary
N ¼ 18

Reconstruction
N ¼ 3 P Value

Gender, n (%) 1
Male 7 (33%) 6 (33%) 1 (33%)
Female 14 (67%) 12 (67%) 2 (67%)

Age, y, mean (SD) 50.4 (9.5) 51.4 (8.6) 44.3 (14.2) .24
Tear type, n (%) .50

Complete 17 (81%) 15 (83%) 2 (67%)
Partial 4 (19%) 3 (17%) 1 (33%)

Injury type, n (%) .03
Acute 12 (57%) 12 (67%) 0 (0%)
Chronic 9 (43%) 6 (33%) 3 (100%)

Repair technique, n (%) .24
Open 15 (71%) 12 (67%) 3 (100%)
Endoscopic 6 (29%) 6 (33%) 0 (0%)

Retraction, cm, mean (SD) 4.9 (3.2) 3.8 (1.9) 11 (2.6) <.001
Sciatic neurolysis, n (%) .07

Yes 11 (52%) 8 (44%) 3 (100%)
No 10 (48%) 10 (56%) 0 (0%)

LEFS score, mean (SD) 74.3 (7.5) 75.4 (7.4) 67.3 (4.7) .09
Tegner Activity Scale, n (%) .02

Score before injury ¼ after injury 13 (62%) 13 (72%) 0 (0%)
Score before injury s after injury 8 (38%) 5 (28%) 3 (100%)

VAS Pain score, mean (SD) 2.1 (0.78) 2 (0.9) 2.3 (0.58) .58
SANE ADL score, mean (SD) 94.4 (8.3) 95.7 (7.3) 86.3 (11) .07
SANE Sports score, mean (SD) 82.3 (19) 86 (16.5) 60.3 (21.2) .03
Patient satisfaction, n (%) .68

Satisfied 20 (95%) 17 (94%) 3 (100%)
Dissatisfied 1 (5%) 1 (6%) 0 (0%)

SF-12V2 Physical Component Summary (PCS), mean (SD) 52.9 (6.8) 53 (7.4) 52.4 (0.8) .89
SF-12V2 Mental Component Summary (MCS), mean (SD) 53.9 (9.7) 56 (6.5) 41.2 (17.5) .01

NOTE. P-values > .05 are significant and are listed in bold.
ADL, activities of daily living; LEFS, Lower Extremity Functional Scale; SANE, Single Assessment Numeric Evaluation; SD, standard deviation;

SF-12, 12-Item Short Form Survey; VAS, visual analog scale.
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and similar ability to do ADLs. However, those under-
going primary repair were able to get back to their
baseline level of sports more frequently based on the
Tegner activity scale and had greater SANE Sports scores.
Our results are consistent with the study by Rust et al.,26

who showed that acute repair was superior to both
chronic repair and reconstruction for return to sports.
They found that all proximal hamstring surgeries (acute
vs chronic, and repair vs reconstruction) enabled pa-
tients to return to their ADLs. They suggested that
although acute repair is recommended in patients
desiring return to sports, a delayed repair or recon-
struction could be considered in lower demand patients
or those with medical comorbidities.26 Similarly, in a
case series of 56 patients undergoing proximal hamstring
repair, Cohen et al.27 found that those undergoing acute
repair had greater hamstring-specific and functional
scores. The benefits of undergoing acute, primary repair
for active individuals is clear. For chronic injuries, repair
or reconstruction of chronic ruptures may allow patients
to successfully perform ADLs. Our results are limited by
small sample size of patients undergoing proximal
hamstring reconstruction.
Interestingly, patients who underwent primary
proximal hamstring repair and those who had acute
repair had greater mental health scores compared with
those undergoing reconstruction (of which, all were
chronic injuries). Chronic musculoskeletal conditions
are associated with impaired mental health and greater
rates of anxiety, depression, insomnia, and fatigue.28

Athletes of all levels seem to be particularly at risk for
mental health issues after musculoskeletal injury. This
may be due to high athletic identity, the concept that
athletes define themselves based on their sport or ac-
tivity, which then serves as a basis of their sense of self-
worth.29 A study by Furie et al.30 found that injured
athletes showed greater rates of anxiety and depression
compared with the general population and those who
had to involuntarily retire from their sport had
increased psychological distress. These data suggest that
earlier surgical intervention for injuries such as prox-
imal hamstring ruptures, when properly indicated, may
reduce impact on mental health. Future studies are
required to further assess this. Our series included only
3 patients undergoing reconstruction; thus, further
study on a larger cohort of this group of patients is
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necessary. Unfortunately, there is limited research on
interventions addressing mental health after musculo-
skeletal injury but an approach that holistically in-
tegrates both physical and psychological improvement
is generally recommended.

Limitations
Limitations of this study include its retrospective,

noncontrolled, case series design and that it was per-
formed at a single, tertiary-care, academic institution.
This is a relatively small series of patients with varied
tear types and therefore, a variety of surgical techniques
included. Preoperative baseline scores were not avail-
able for all PRO measures, which limits comparison to
postoperative scores. Only a few patients (n ¼ 3) un-
derwent proximal hamstring reconstruction; thus,
interpretation of results and comparison is limited for
this group of patients.

Conclusions
All-suture anchors for proximal hamstring repair with

an experimental, accelerated postoperative rehabilita-
tion and bracing protocol result in good outcomes and
patient satisfaction with minimal risk of complications.
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